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Patients with chronic alcoholism are commonly described
as showing resistant behaviors that can prevent their ac-

tive or successful participation in most prescribed treatment
programs. 1-7 The phenomenon of resistance is not unique to
alcoholic patients and has been well recognized, described
and theoretically explained in both family therapy and med-
ical literature.8-'2 Patient resistance has been reported in such
cases as noncompletion of homework assignments, noncom-
pliance to medication regimens or unwillingness to discuss
major problems. In the case of "dropouts," clinical research
results and subsequent data analyses have been greatly af-
fected by this aspect of resistance.8 13

Some persons may resist therapeutic suggestions when
they perceive that their decision-making powers are being
threatened.8" 4 In an attempt to reassert their power, they may
respond by denying the presence or magnitude of a problem,
by escalating their behavior or by simply refusing to continue
with treatment. As a means of maintaining a sense of personal
identity or to uphold the family rules, families may likewise
react defiantly to external attempts to influence them. 10

Resistance can be defined as all behaviors that prevent a
person or a family from reaching a therapeutic goal. This
definition suggests, then, that the conduct of health providers
can also contribute to patient resistance. 10 Negative physician
attitudes and confrontive behaviors can create barriers toward
patients that increase the likelihood ofnoncompliance. 15

In the case of alcoholic patients, those who are labeled
resistant often appear unmotivated, oppositional or noncom-
pliant to therapy. Their denial is a major defense that allows
the problem to continue.4 While experiencing a physical and
psychological addiction to alcohol over which they feel pow-
erless, resistance provides a means to maintain a sense of
control in their lives. The continual insistence by a physician
for an alcoholic patient to change may compound the dilemma
by creating a doctor-patient power struggle in which poten-
tially everyone could lose. If, however, a situation could be
developed whereby the focus of a patient's resistance could be
strategically mirrored or redirected, then the same behaviors
used to maintain drinking could be used effectively to mobi-
lize toward positive change."4'5 This paradoxical approach
has been successful in eliminating resistance by promoting
greater cooperation between physician and patient and by
motivating a patient with alcoholism to take control of his or
her actions.

Paradoxical Interventions
The therapeutic intervention described as a paradoxical

instruction, which has been extensively reviewed and used by

a variety of health care professionals, is one alternative tech-
nique that may be useful in working with resistant alcoholic
patients.16 19 By definition, a paradoxical directive is a
well-defined, seemingly contradictory instruction that creates
a therapeutic double bind by encouraging a patient to "change
by not changing."2023 For example, by avoiding the overt
direction to stop drinking and, perhaps, even encouraging
some aspect of that behavior, the patient must shift the focus
of resistance to a new direction. By also connecting the
drinking behavior to the function it serves in the system, a
covert message is relayed that forces the patient to experience
a reorganization of thought about his or her alcoholic be-
havior. This mental process is essential in some alcoholic
patients for change to occur.4 20

Paradoxical interventions should not, in and of them-
selves, be construed as a complete treatment modality.
Rather, this is simply a stance to take with select patients that
may assist them in shifting symptoms from destructive modes
to less destructive ones. As such, various paradoxical strate-
gies and techniques are available for use with alcoholic pa-
tients. "4 In one method, some aspect of the drinking be-
havior, such as the time or place of occurrence, is viewed as a
symptom. The physician first reframes the symptom as
having a positive connotation and then "prescribes" the
symptom to the patient. Both the reframing component and
the symptom prescription are stated in a tentative yet plau-
sible, intelligible manner that sounds neither punitive nor fa-
cetious.4 19

Reframing
Reframing is a verbal explanation that changes the contex-

tual meaning ofa particular situation or behavior. 1'23 It allows
the physician, patient and family to interpret the symptom as
serving some useful function that in turn makes possible new
consequences. ' The reframe is derived from information pre-
viously gathered regarding the patient's life-style or family
structure. For example, the drinking behavior of an alcoholic
man who experienced difficulties in his marital or family
relationships can be redefined as a means to control intimacy
versus distance in those relationships-for example, "Your
drinking seems to provide an opportunity for you to remove
yourself from an unpleasant home life and thus avoid painful
confrontations. It is very noble of you to want to protect
yourself and your family."

Symptom Prescription
Once the behavior has been reframed, the patient is asked

to diligently practice the problematic behavior as opposed to
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having it appear out of the realm of unconscious or addictive
control. The "prescription" can either be a redirection, such
as suggesting a change in the time or place that the behavior
normally occurs, or a direction to either escalate or increase
the frequency of the identified aspect of drinking behav-
ior.41'723 For example, once the pattern of drinking has been
defined as serving a protective function, a patient is encour-
aged to better protect her or himself by remaining close to
home while drinking-that is, "You could probably protect
yourself and your family much better if you could keep a
closer eye on things. The next time that you decide to drink, I
suggest that you find a private place within your own home,
isolated enough so that you can still avoid painful confronta-
tions, but close enough for you to keep a watch over things."
The paradoxical instruction may also be effective if framed in
the form of a sharing question. As an alternative, the patient
can be asked, "Though there are aspects ofyour drinking that
may be genuinely noble in protecting your family, in what
other ways can you protect them?"

Symptom prescription will usually seem absurd, or at least
surprising to most patients, yet it is that absurdity that ac-
counts for its potential success. It allows an alcoholic person
to momentarily place him or herself at a distance from the
drinking behavior. This detachment can assist the patient in
placing the symptom under voluntary control.17

Before using symptom prescription, however, the physi-
cian should be especially alerted to the possibility of a detri-
mental escalation of the drinking behavior resulting from the
patient's misinterpretation of this stance. This technique does
not encourage the physician to become overly indulgent of
deleterious behaviors, nor does it imply that they become
"alcohol pushers." The goal of this intervention is to enlarge
the alcoholic's view of "uncontrolled" behaviors. Therefore,
it is recommended that the physician not use the actual intake
ofalcohol as an isolated symptom prescription but rather shift
the focus away from the use of alcohol and onto those behav-
iors that surround its use. This is facilitated by initially using
an affirmative reframe.24

The paradoxical approach should be reserved for ongoing,
repetitive patterns of behavior that show failed responses to
traditional interventions. Its use is contraindicated when re-
sistance, oppositional behavior or power struggles are absent,
in extremely disorganized or chaotic persons or families or
when escalation of a behavior may have dangerous conse-
quences.4 23 Indeed, its use should be discontinued if crisis
situations develop in which the patient or family may need
more external structure or control. These techniques should
be completely individualized and used only in the context of a
caring therapeutic relationship in which trust, a thorough
knowledge of the patient's medical and psychosocial history
and continuity are developed and where such risks as escala-
tion or misinterpretation can be minimized.

Case Examples
Patient I
A 32-year-old alcoholic man was followed for intermit-

tent constipation and hemorrhoids that appeared to be related
to periods of "binge" drinking. The patient's observed
drinking pattern was that of binging, decreased food intake,
constipation and hemorrhoids. He related this behavior to his
frustrations as an unskilled laborer in the job market. He said
he did not have a drinking problem as he was able to remain
sober for months at a time. He was consistently reluctant to

discuss the issue further. The physician repeatedly encour-
aged him to seek alcoholic counseling, yet, at each suc-
ceeding visit, the patient would say he had not followed up on
any treatment recommendations.

Given this history, a paradoxical strategy was devised that
combined both his concern for his gastrointestinal condition
and the financial employment stressors that seemed to precipi-
tate his binging. It also acknowledged his ability to maintain a
limited period of sobriety. The physician reframed the pa-
tient's behavior in a positive manner by saying, "Your
drinking seems to make a lot of sense to me. It eases some of
your frustrations about working and it certainly takes your
mind off things like eating or finding food. I bet when things
get tough for you with finances or with finding a job, it be-
comes difficult to focus on getting three square meals a day."
The prescription then followed, "I'm not going to tell you to
stop drinking. You have already shown that you can do that if
you have to. When it becomes necessary for you to go on
another binge, however, I want you to do something that can
help prevent your constipation and hemorrhoids. I want you
to take fiber and these vitamin supplements and do your best to
maintain a healthy diet throughout the binge."

The physician maintained this strategy during subsequent
visits. By avoiding the instruction to seek counseling and by
acknowledging the patient's competence, the physician elimi-
nated the conditions for opposition and resistance. The para-
doxical stance allowed the patient to connect a conscious ac-
tivity-that is, taking food supplements-with an involuntary
action-that is, the uncontrollable urge to drink-thus pro-
viding him an opportunity to exercise some voluntary control
over his drinking behavior. This approach not only enabled
him to experience increased periods of sobriety, but eventu-
ally helped motivate him to enter an alcoholism treatment
program.

Patient 2
The patient, a 54-year-old woman, was seen for depres-

sion that she related to her husband's drinking behavior. They
lived in a large household that included several children and
grandchildren ranging in age from 8 to 34 years. This living
arrangement was a source of anxiety for the patient's husband
who felt that the five adult children and their offspring should
move out on their own. The patient was adamant that they
remain in the home with her and did not identify her support
of them as burdensome. She cited her husband's drinking as
the only problem. Her husband had been quite resistant to
seeking help for alcohol abuse. The conflict around the chil-
dren, however, provided an opportunity to speak with them
as a couple. Both the patient and her husband agreed to attend
counseling sessions to discuss their parenting dilemma.

The patient voiced her extreme frustration with the lack of
help that her alcoholic husband offered in caring for the
household. It became apparent, however, that she would un-
intentionally sabotage any contribution that he made. For
example, whenever he verbally reprimanded the children or
encouraged their independence, she would actively disagree
and defend the children against her husband. She felt that she
needed to compensate for his drinking by taking complete
responsibility for the children.

The physician felt that by being overly competent, the
patient actually contributed to her husband's peripheral posi-
tion in the family. By viewing his drinking as a means to
maintain their family homeostasis, the physician reframed the
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husband's behavior as the thoughtful and caring way in which
he empowered his wife. By sacrificing his position as a

strong, effective husband and father figure, he allowed his
family to stay together according to his wife's wishes. A
double bind was created by suggesting to the wife that she
continue to let her husband drink to maintain her position as

head of the household and to allow the children to remain
dependent and in the home. She was also encouraged to take
on even more responsibilities as a way to show her apprecia-
tion for her husband's sacrifice. Any sign of sobriety or assis-
tance from her husband was reframed as a risk to her identity
as strong and capable. They were both given information
about Al-Anon and Alcoholics Anonymous, along with a

warning that recovery or other changes might require a shift
in their current roles. The physician further cautioned them to
consider the consequences of such a change in their family
system.

Although the patient found the reframe to be somewhat
ludicrous, she also thought it contained an element of truth.
Her paradoxical prescription, along with the support of Al-
Anon, increased her insight into how she had contributed to
the problem. By giving her husband's behavior a positive
connotation, this intervention enabled him to become less
resistant toward the physician and more cooperative with
treatment recommendations.

The success of this paradoxical strategy was based on

shifting the focus away from the alcoholic person and onto the
larger system that sustained the drinking behavior. In such
cases where the family system plays a critical role in the
repetitive use of alcohol, any change in the alcoholic homeo-
stasis resulting from a successful therapeutic intervention can
create an initial period of instability.4 Such difficulties as

anxiety, relapse or family crises are predictable as alcoholic
persons and their families adjust to new life-style changes that
accompany a move toward control ofthe drinking behavior.
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